The surgeon and the intensivist: reaching consensus in intensive care triage.
Decisions regarding admissions/discharges in the surgical intensive care unit (SICU) can potentially strain the relationship between the critical care team and the primary surgery service. We hypothesized that a multidisciplinary system of arbitration, led by an intensivist, is a safe and workable solution to SICU patient triage, which leads to consensus between critical care team and primary services. Demographic, illness severity, readmission, and outcome data were collected prospectively on consecutive patients in a large academic center SICU. Arbitration was directed by an intensivist and a charge nurse, with regular meetings. Representation from various hospital departments (admissions, operating room, nursing, and housekeeping) was included. Decisions on patient discharge from the SICU were compared between the primary service (represented by the Chief resident) and the SICU arbitrator. A total of 289 patients were admitted to SICU during the 2-month study period, with 952 arbitration decisions. Good agreement exists between the primary service and the arbitrator regarding SICU patient suitability for discharge (Kappa = 0.85). Seventeen patients (5.9%) were readmitted, with 14 (82%) surviving to hospital discharge. None of the readmitted patients was originally discharged over the primary service objection. Day of discharge APACHE II scores of readmitted patients did not differ from those not readmitted (8.2 vs 7.7). Readmissions had longer hospital stays, equivalent SICU stays, and higher mortality (18%) than for patients overall (2.8%). A dedicated intensivist, supported by a multidisciplinary team, can make arbitration decisions in the SICU that seem to be safe and generally concordant with the primary surgical team of the patient. Additional larger-scale investigation of arbitration in the SICU is warranted.